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Background:  Stress levels associated with the nursing career can be amplified by hostile social 
environments in the workplace, horizontal aggression, lack of leadership support, and poor 
communication.  This can lead to poor retention rates and increased burnout.  Conversely, 
supportive work environments positively influence nursing sensitive quality indicators such as 
patient satisfaction, nosocomial infections, patient falls, pressure ulcers, and medication errors.  
Strong relationships enhance workplace social capital leading to an increased sense of belonging, 
strengthened mental health, and improved job satisfaction ratings. Executive nurse leaders can 
promote an empowering environment dedicated to the physical, mental, and social well-being of 
their staff by providing emotional intelligence training to nurture teamwork, communication, 
collaboration, and resilience. 
Purpose:  The purpose of this study was to understand the effect of multimethodological 
emotional intelligence training on emotional intelligence levels in nurses at an academic medical 
center. 
Methodology:  The study implemented a quasi-experimental one-group pretest-posttest design. 
Twenty-one clinical nurse specialists were invited to participate in the eight-week study in which 
participants completed two 45-minute emotional intelligence training sessions (Week 1 and 
Week 4) and weekly exercises.  Reflection Exercises were designed to assist participants to 
engage with the material and implement lessons learned from the training sessions.  Emotional 
intelligence levels were measured before and after the training using the TEIQue-SF.  A paired 
samples t-test was used to evaluate changes in emotional intelligence levels before and after the 
educational intervention.     
  
 
Results: Fifteen participants completed the initial survey and took part in the educational 
sessions. Post intervention analysis was based on ten (n = 10) participants who responded to the 
final survey.  Analysis was conducted on the global emotional intelligence scores and the four 
factors of emotional intelligence including well-being, self-control, emotionality, and sociability.  
There were no statistically significant changes noted to the global score or to the four factors.   
Discussion: The study’s sample was made up of a group of highly experienced and well-
educated Clinical Nurse Specialists.  The groups’ initial emotional intelligence scores were 
above average leaving little room for improvement.  The difference between the pre-tests and the 
post-tests were not statistically significant.   
Conclusion:  The study did not show a statistically significant change in the emotional 
intelligence levels of the participants.      
Keywords:  emotional intelligence, training, leadership, stress, well-being, TEIQue-SF
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The Effect of Multimethodological Emotional Intelligence Training 
on Emotional Intelligence Levels in Nurses at an Academic Medical Center 
 
Background and Significance 
Problem Statement 
Today more than ever, nursing executives face the challenge of balancing the dynamics 
between improving patient outcomes and cutting healthcare costs (American Nurses Association 
[ANA], 2016).  In recent months, these challenges have been further complicated by the 
devastating impact of the COVID-19 pandemic on frontline healthcare workers, healthcare 
administrators, and society.  The pandemic has exacerbated staffing challenges in healthcare 
while leaving many on the frontlines to feel overworked and undervalued.   
Nursing executives have the potential to influence all aspects within the continuum of the 
patient care delivery system including clinics, home care, outpatient locations, hospital systems, 
and long-term residential facilities (ANA, 2016).  Nursing executives lead in a variety of settings 
yet there is a shared set of accountabilities required to be consistent across the continuum.  The 
ANA (2016) emphasizes the need for leadership to focus on the promotion of safety, quality, and 
risk management.  This is not strictly a patient focus but should also include fostering a culture 
that promotes the safety, quality, and risk management of the staff serving within their care.  
More specifically, the ANA defines a healthy work environment as “one that is safe, 
empowering and satisfying. . . a place of physical, mental, and social well-being” (2016, p. 16).  
Fundamental characteristics of a healthy work environment include respect for diversity, open 
and effective communication, promotion of work-life balance, and opportunities for professional 
growth (2016).  One way that executive nurse leaders can promote an empowering environment 
dedicated to the physical, mental, and social well-being of their staff is by providing emotional 
intelligence training to nurture teamwork, communication, collaboration, and resilience. 
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Context, Scope, and Consequences 
The nursing profession has the potential to be a very stressful career choice.  This stress 
can be amplified by hostile social environments within the workplace, horizontal violence among 
co-workers, lack of support from management, and poor communication among the healthcare 
team (Moffa, & Longo, 2016).  A toxic work culture not only increases stress for the staff but also 
has a negative impact on job retention and burnout (Wing, Regan, & Laschinger, 2015).  Spence 
Laschinger, and Read (2016) found that when disrespectful behavior is normalized and accepted 
at work, incivility is more likely to occur.  Conversely, supportive work environments positively 
influence nursing sensitive quality indicators such as patient satisfaction, nosocomial infections, 
patient falls, pressure ulcers, and medication errors (Geodhart, Van Oostveen, & Vermeulen, 
2017).  Healthy work environments that empower nurses and demonstrate positive teamwork 
characteristics have been shown to increase job satisfaction, produce fewer instances and reports 
of workplace bullying, and decrease the rate of burnout among staff (Choi, Goh, Adam, & Tan, 
2016; Spence Laschinger, Wong, Cummings, & Grau, 2014; Oleander, 2017; Smith, Morin, & 
Lake, 2018; Logan & Michael, 2018).   
Positive working relationships contribute to better outcomes for patients, nurses, and 
organizations.  These benefits include 1.) decreased harm rates for patients, 2.) improved 
collaboration, teamwork, and respect for nurses, and 3.) lower turnover rates for organizations 
(Read, 2013).  Additionally, strong relationships enhance workplace social capital thereby 
increasing the nurses’ sense of belonging, bolstering their mental health, and improving their 
ratings of job satisfaction (Read & Laschinger, 2015).  As detailed in the synthesis of literature 
below, high levels of emotional intelligence can improve the workplace environment by providing 
skills demonstrated to improve communication and teamwork, enhance emotion management, 
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and buffer the negative effects of stress (Kikanloo et al., 2019; Rakhshani et al., 2017; García et 
al., 2017; Hurley et al., 2020; Jones & Argentino, 2010, Başoğul et al., 2019; McCloughen & 
Foster, 2018).  
Current Evidence-Based Interventions 
Nursing is a profession that requires teamwork, trust, collaboration, stress management, 
communication skills, and conflict management skills.  Emotional intelligence, which can be 
learned and enhanced through training, can enrich these qualities within the nursing profession 
(Gribble et al., 2017; Başoğul & Ozgür, 2016; Kikanloo, 2019).  The most impactful emotional 
intelligence training should focus on improving skillsets found within the four domains used to 
measure emotional intelligence (Williams, 2020).  The first domain, emotionality, refers to how 
well an individual is in touch with their own feelings and the feelings of others (Petrides, 2009).  
Individuals scoring high in this domain have an ability to perceive and express emotions.  This 
allows them to develop and sustain close relationships with others (Petrides, 2009).  Individuals 
who score low in this domain have difficulty recognizing their own internal emotional states and 
thus struggle to express their feelings to others (Petrides, 2009).  Those who lack this skillset 
may have personal relationships that are less rewarding.  The second domain is self-control.  
Individuals who score high in this domain show the ability to quell urges, desires, and impulses 
while having the ability to regulate stress and external pressures (Petrides, 2009).  Individuals 
who score low in this domain may have difficulty managing stress and may be more prone to 
impulsive behaviors.  The third emotional intelligence domain is sociability and focuses on an 
individual’s social influence and social relationships rather than those more personal 
relationships (Petrides, 2009).  Individuals who score high in sociability are good listeners, 
experience high quality social interactions, and have the ability to communicate with a more 
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diverse range of people (Petrides, 2009).  Those who score low in the domain of sociability are 
more reserved in social situations.  They are less likely to network or negotiate because of their 
belief that they cannot have an affect other’s emotions (Petrides, 2009).  The final emotional 
intelligence domain is well-being.  Individuals with a high well-being score tend to feel positive, 
happy, and fulfilled (Petrides, 2009).  This sense of wellbeing may take into account their focus 
on past achievements as well as a positive outlook to future expectations.  Individuals who score 
low in the domain of well-being tend “to have a low self-regard and to be disappointed about 
their life as it is at present” (Petrides, 2009, p. 95).  
Emotional intelligence training using the DISC model takes into account all four factor 
dimensions of behavioral styles.  DISC is an acronym with each letter representing one of the 
four primary behavioral styles that make up the model.  Those four styles are Dominance, 
Influence, Steadiness, and Conscientiousness (also called Compliance) (Forsyth et al., 2016).  
The groundwork for DISC was laid by William Marston’s 1928 work entitled Emotions of 
Normal People in which he outlined the theories and definitions leading to our modern 
understanding of DISC (Forsyth et al., 2016).  According to Forsyth et al. (2016), “the 
foundation laid by Marston and the continued and high-quality research afterward make DISC 
one of the most valuable models in identifying and developing human behavior” (p. 76). 
Emotional intelligence training using the DISC model seeks to increase the emotional 
intelligence of participants by providing understanding of the DISC behavioral styles, building 
self-awareness and self-knowledge, and by providing skills to more fully understand and adapt to 
the needs of others (Williams, 2020).  DISC trainings provided by emotional intelligence expert 
and leadership coach Lisa Williams, MSSA begin with a detailed overview of DISC styles 
(Williams, 2020).  This establishes a foundation to provide a deeper understanding of all of the 
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behavior styles represented in DISC as well as provides the participant with key insights 
surrounding their own dominant behavior style or styles.  Insights provided that can assist the 
learner to more fully understand each behavioral style include providing a general definition of 
the style, highlighting the focus of each style, and explaining the positive and negative 
characteristics that may stem from each style (Williams, 2020).  Williams (2020) states that she 
emphasizes during her training sessions that an overplay of one’s strengths can become a 
weakness.  An example of this can be found within the Dominance Factor.  A strength of an 
individual with an elevated Dominance Factor may be that they are results oriented.  If this 
individual overplays this strength, this may negatively influence their relationships with others 
by causing them to be seen as authoritative and/or forceful.  The need to carefully play to one’s 
strengths without converting those strengths to weaknesses is a skill that is required within every 
behavioral style.     
The Dominance Factor (D) centers around an individual’s need to be directive or in 
control (Forsyth et al., 2016; Williams, 2020).  These individuals focus on responses to problems 
and challenges (Williams, 2020).  Individuals with an elevated Dominance Factor are direct, 
results-oriented, blunt, aggressive, inquisitive, authoritative, and like things to be done their way 
(Forsyth et al., 2016; Williams, 2020).  Examples of positive words often used to describe 
individuals with an elevated Dominance Factor trait include innovative, competitive, and 
visionary (Forsyth et al., 2016).  Words used to describe the negative traits are challenging, 
arrogant, and controlling (Forsyth et al., 2016).    
The Influence Factor (I) centers around an individual’s ability to influence others or 
change their minds through encouragement or incentives (Forsyth et al., 2016).  These 
individuals focus on how to influence others to their point of view (Williams, 2020).  Positive 
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words used to describe an Influencer’s traits include charismatic, optimistic, confident, 
enthusiastic, and popular.  Negative words used to describe an Influencer’s traits include 
emotional, talkative, unpredictable, and easily distracted (Forsyth et al., 2016; Williams, 2020).   
The Steadiness Factor (S) centers around the pace at which these individuals like to 
operate, their steadfastness, and their thoughtfulness (Forsyth et al., 2016).  These individuals 
will focus on responses to the pace of the environment around them.  Individuals with an 
elevated Steadiness are often known for their consistency, dedication, loyalty, planning, and 
deep-thinking skills (Forsyth et al., 2016).  Other positive traits include their understanding, their 
stability, and their ability to be a team player (Forsyth et al., 2016; Williams, 2020).  Typical 
negative behavioral traits for an individual high in Steadiness include rigid, passive, and 
reluctant to change (Forsyth et al., 2016; Williams, 2020).        
Finally, those with an elevated Conscientiousness Factor (C) have a need for structure 
(Forsyth et al., 2016; Williams, 2020).  These individuals will focus on responses to the rules and 
procedures set in place by others (Williams, 2020).  They tend to enjoy the process of exploring 
policies, procedures, rules, and laws (Forsyth et al., 2016).  Positive words used to describe the 
traits found within the Conscientious Factor include methodical, systematic, analytical, and 
diplomatic.  Negative words used to describe those with these traits may include perfectionist, 
evasive, nitpicky, and overly cautious (Forsyth et al., 2016; Williams, 2020).    
Purpose and Objectives 
The purpose of this study was to understand the effect of multimethodological emotional 




The objectives of the study were: 
1. Assess the emotional intelligence levels of clinical nurse specialists (CNSs) using the 
Trait Emotional Intelligence Questionnaire – Short Form (TEIQue-SF). 
2. Implement a multimethodological emotional intelligence training program designed to 
increase emotional intelligence levels. 
3. Assess the effectiveness of multimethodological training on emotional intelligence levels 
using the TEIQue-SF.  
Theoretical Framework 
The Transactional Model of Stress and Coping and The Structural Empowerment Theory 
are the theoretical frameworks that were used to guide this project.  The Transactional Model of 
Stress and Coping states that individuals evaluate potential harms with a primary appraisal and 
their ability to manage the situation and their negative emotional reactions with a secondary 
appraisal (Glanz, Rimer, & Viswanath, 2008).  Coping strategies include two dimensions of 
coping efforts including problem-focused management and emotional regulation (Glanz, Rimer, 
& Viswanath, 2008).  Problem-focused coping includes problem solving and information 
seeking while emotional-focused coping strategies include seeking social support and venting 
feelings (Glanz, Rimer, & Viswanath, 2008).  Thus, outcomes are a result of coping efforts that 
are aimed at problem management and the regulation of emotions (Glanz, Rimer, & Viswanath, 
2008).  Structural Empowerment Theory proposes that an employee’s work is enhanced when 
they have access to empowerment structures such as information, tangible resources, support and 
guidance, and opportunities for professional growth and meaning (Dahinten, Lee, & MacPhee, 
2016; Read & Laschinger, 2015; Kaiser, 2017).  More specifically, social support has been 
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shown to successfully decrease distress through “stress-buffering” and to have positive effects on 
an individual’s mental well-being (Glanz, Rimer, & Viswanath, 2008). 
These two theories work well in concert when considering an individual’s emotional 
intelligence in the context of their work environment.  The Transactional Model of Stress and 
Coping looks inward and focuses on self-evaluation and self-regulation.  The Structural 
Empowerment Theory focuses on empowering structures, opportunities for growth, and social 
capital.  Together these theories provide a well-rounded, wholistic approach to emotional 
regulation, coping, and well-being that considers both the individual as well as the environment 
in which they exist.     
Review of Literature 
Synthesis of Evidence 
A literature review was conducted to explore the benefits of emotional intelligence and 
identify its impact on stress levels, resiliency, horizontal aggression, and workplace well-being.  
The method used to locate sources for the literature review was a database search.  The databases 
utilized in the search were PubMed and CINAHL.  The population of interest was nurses in an 
acute hospital setting.  The literature search was limited to studies published between 2010 and 
2021.  The Boolean search strategy incorporated the following terms: EMOTIONAL 
INTELLIGEN* and NURS* not STUDENT* combined with INCIV* or BULL* or 
HORIZONTAL VIOLEN* or HORIZONTAL HOSTILILITY or LATERAL VIOLENCE or 
LATERAL HOSTILITY or STRESS or RESILIEN* or WELL-BEING.   
Literature inclusion criteria encompassed a wide range of study designs including 
randomized controlled trials, case-control studies, interrupted time series, cohort studies, cross 
sectional studies and qualitative studies.  Inclusion criteria included peer-reviewed studies 
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published in English with full-text availability.  Studies conducted in western countries such as 
Canada, the United States, Great Britain, and Australia, as well as international studies 
conducted in developing countries were included.  Exclusion criteria included studies published 
in a language other than English.  The review strategy included gathering the literature, 
reviewing the literature, combing the bibliographies and filing the material in a compiled list. 
A synthesis of the literature revealed many benefits of possessing high levels of 
emotional intelligence including the development of positive working relationships (Jones & 
Argentino, 2010).  Emotional intelligence refers to an individual’s “ability to recognize the 
meanings of emotion and their relationships, and to reason and problem-solve on the basis of 
them. Emotional intelligence is involved in one’s capacity to perceive emotions, assimilate 
emotion-related feelings, understand the information of those emotions, and manage them” 
(Mayer, Caruso, & Salovey, 2000, p. 267).  More simply, emotional intelligence is the ability of 
an individual to actively monitor the emotions of self and others, to accurately assess the 
meaning of these emotions, and to use this information to adapt their thoughts and actions in 
order to produce more effective and efficient interactions (Forsyth et al., 2016).  The literature 
points to many benefits of possessing a high level of emotional intelligence.  The production of 
more positive interactions in the workplace can improve teamwork (Jones & Argentino, 2010; 
McCloughen & Foster, 2018; Hurley et al., 2020), increase the quality of social interactions with 
others (Jones & Argentino, 2010; McCloughen & Foster, 2018; Gorgas et al., 2015; Rakhshani et 
al., 2017), and improve communication skills (Gorgas et al., 2015; Rakhshani et al., 2017; 
Başoğul et al., 2019; Hurley et al., 2020).  Emotional intelligence fosters improvements in the 
quality of teamwork and social interactions by enhancing one’s ability to foster trust and 
adequately network with others (Jones & Argentino, 2010). 
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Not surprisingly, studies indicate that individuals with high levels of emotional 
intelligence are more capable of managing stressful situations and have high levels of empathy, 
social skills, communication skills, self-awareness, self-control, and self-motivation (Rakhshani 
et al., 2017; Başoğul et al., 2019).  Those with a high level of emotional intelligence have been 
found to be more well-versed at applying effective strategies in managing stressful matters and 
have an increased resilience when facing stressful situations (Başoğul et al., 2019; Hurley et al., 
2020).  More specifically, emotional intelligence has been found to improve interactions in 
confrontation (Jones & Argentino, 2010), in conflict management (Başoğul & Ozgür, 2016), and 
during challenging interactions (McCloughen & Foster, 2018).  Başoğul et al. (2019) found that 
nurses skilled in emotion management were less likely to be exposed to physical or 
psychological violence.  This trend may stem from emotional intelligence’s ability to protect one 
from the negative effects of stress, improve one’s resilience, improve one’s interaction 
management during confrontation, and improve one’s emotional management in potentially 
violent situations (Kikanloo et al., 2019; Rakhshani et al., 2017; García et al., 2017; Hurley et al., 
2020; Jones & Argentino, 2010, Başoğul et al., 2019).       
Other common findings in the literature that stem from emotional intelligence include 
improved emotional responses to stress (Kikanloo et al., 2019; Rakhshani et al., 2017), improved 
conflict management skills (Başoğul & Ozgür, 2016; Jones & Argentino, 2010; McCloughen & 
Foster, 2018), improved effectiveness in teamwork (Jones & Argentino, 2010; McCloughen & 
Foster, 2018; Hurley et al., 2020), improved social interactions with others (Jones & Argentino, 
2010; McCloughen & Foster, 2018; Gorgas et al., 2015; Rakhshani et al., 2017), and improved 
communication skills (Gorgas et al., 2015; Rakhshani et al., 2017; Başoğul et al., 2019; Hurley et 
al., 2020).  Improved effectiveness in teamwork and social interactions is thought to stem from 
 16 
the ability to foster trust and adequately network with others (Jones & Argentino, 2010).  As 
detailed above, the benefits of emotional intelligence can positively impact the workplace by 
fostering teamwork, enhancing stress and emotion management, improving communication and 
social skills while buffering the negative effects of stress (Kikanloo et al., 2019; Rakhshani et al., 
2017; García et al., 2017; Hurley et al., 2020; Jones & Argentino, 2010, Başoğul et al., 2019; 
McCloughen & Foster, 2018).  A recent study among frontline nurses during the COVID-19 
pandemic showed a significant negative correlation between emotional intelligence and negative 
emotions (Sun et al., 2021).  The findings led researchers to conclude that there is a need to 
increase the emotional intelligence levels among nurses to aid in coping, adapt to challenges, and 
buffer against stress (Sun et al., 2021).   
Knowledge Gaps 
There are many studies that correlate emotional intelligence with its benefits.  However, 
there is a lack of knowledge pertaining to methods used to improve emotional intelligence skills 
among nurses.  More specifically, there is a knowledge gap pertaining to the use of virtual or 
videoed educational sessions to improve emotional intelligence skill levels.  COVID-19 is 
bringing about a “new normal” and may affect how we conduct trainings in the future.  Because 
emotional intelligence trainings have traditionally been live sessions that encourage interaction, 
new and innovative ways to interact with the content should be explored.  Additional gaps 
include studying flexible and time-saving strategies to deliver crucial educational sessions during 







The study implemented a quasi-experimental one-group pretest-posttest design. This was 
an eight-week study in which participants completed two 45-minute emotional intelligence 
training sessions in Week 1 and Week 4.  These pre-recorded training sessions were given by 
emotional intelligence expert Lisa Williams, MSW. Each week, Week 1 through Week 8, 
participants received Reflection Exercises designed to assist participants to internalize the 
trainings and implement what they learned in the training sessions. Please see Appendix G to see 
the complete training schedule and Appendix H for the training outline.  The participants 
completed the Initial Survey (Appendix E: Survey 1) prior to the trainings and the Final Survey 
(Appendix F: Survey 2) after all of the exercises were completed.   
Setting 
The setting for the study was two acute care hospitals operating within the University of 
Kentucky (UK) HealthCare system.  Albert B. Chandler Hospital is an acute care, academic 
research medical center located in Lexington, Kentucky and is designated as Central and Eastern 
Kentucky’s only Level I trauma center and Level IV neonatal intensive care unit.  The hospital 
has 569 beds including 100 in intensive care and operates a large post-anesthesia care unit, 17 
operating rooms, and an expansive labor and delivery unit (ukhealthcare.uky.edu, 2020).  Good 
Samaritan Hospital is a 180-bed acute-care facility and is also located in Lexington.  The UK 
HealthCare system places emphasis on fostering a cohesive work culture evidenced by 
implementation of five core values which include diversity, innovation, respect, compassion, and 
teamwork (ukhealthcare.uky.edu, 2020).      
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 The UK HealthCare system has seen significant growth in the past two decades.  
Discharges from the Albert B. Chandler hospital increased by 88% between the years of 2004 
and 2015 while the complexity of cases moved from the 25th to 75th percentile among academic 
medical centers.  As the complexity of the patient population increased, so did the quality and 
safety of care that they received.  The organization became a national leader in patient safety in 
2015 and is ranked the number one hospital in Kentucky according to U.S. News & World 
Report’s Best Hospital Rankings (ukhealthcare.uky.edu, 2020).  Additionally, nursing staff have 
assisted the organization in receiving Magnet status, the nursing field’s highest recognition 
(ukhealthcare.uky.edu, 2020). 
Key Stakeholders 
Key stakeholders for this project include UK HealthCare, the University of Kentucky 
College of Nursing, the College of Nursing statistician, the Principal Investigator (PI), CNS 
leadership, and those who volunteered to participate in the study.      
Facilitators and Barriers 
This study benefited from several important facilitators.  Notably, Kathy Isaacs, PhD 
(UK HealthCare Enterprise Director of Nursing Practice and Professional Development) and 
Sarah Lester, DNP (UK HealthCare Enterprise Director of Nursing Professional Practice and 
Excellence) each played a large role in giving credibility to the study.  Dr. Lester also played a 
significant role in introducing the PI to CNS staff and promoting the study through emails, 
recruitment flyer distribution, and in meetings with her staff.  Weierbach, Glick, Fletcher, 
Rowlands, and Lyder (2010) express the importance of researchers gaining credibility through 
collaboration with nurse executives.  Weierbach et al. (2010) also emphasize the important role 
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played by nurse executives in facilitating relationships between researchers and staff on clinical 
units.   
Another significant facilitator to the study is that the University of Kentucky Albert B. 
Chandler Hospital is a Magnet facility.  Karkos and Peters (2006) state that “a Magnet facility 
encourages and recognizes the importance of nursing research” and that nurses realize the 
importance of research in improving their practice and overall patient care (p. 377).  Karkos and 
Peters (2006) discovered four themes that work to improve a Magnet hospital’s facilitation of 
research including access and awareness of research, supportive environments, emphasis on 
education, and practical clinical application.  Additionally, they state that nurses in Magnet 
hospitals show more interest in reading published articles and being involved with research 
opportunities (Kakros & Peters, 2006).  
Several barriers were encountered when implementing this study that had to be overcome 
to enhance the likelihood of success.  The first barrier was the potential misconception that 
individuals with advanced degrees naturally possess high levels of emotional intelligence.  Since 
the CNS staff is highly educated, there was a potential that many might not see the benefit of the 
training.  Similarly, a barrier that the PI had to overcome was distinguishing emotional 
intelligence awareness from possessing emotional intelligence skills.  Due to the advanced 
education levels of the CNS staff, it was important to highlight the difference in learning about 
the theory of emotional intelligence in graduate school and participating in emotional 
intelligence training aimed at honing a skillset. 
Without question, the biggest barrier to the study was the COVID-19 pandemic.  
COVID-19 disrupted nearly every aspect of life including school, work, church, research, and 
entertainment.  Healthcare workers on the frontlines were often exhausted, stressed, and 
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overworked.  The additional barrier of a small study population could have been exacerbated by 
the pandemic.   
Methods 
Population 
The population of interest was CNSs employed at the University of Kentucky. The 
projected number of participants for the study was twenty. Demographic information was 
collected from the participants in Survey 1. This information included age, race, ethnicity, 
gender, educational level, years in practice, and time in their current position. The CNS group 
was a homogenous sample of nurses who possess expertise power but lack position power. The 
CNS position requires large amounts of responsibility, accountability, and collaboration. 
Because CNSs have interactions with many varying groups across the University of Kentucky, 
they can benefit from emotional intelligence training in order to better influence those being led 
by their decisions.  
Support for the study was obtained from the Enterprise Director of Nursing Professional 
Practice and Excellence, Sarah Lester, DNP.  Dr. Lester supplied a list of candidates and their 
email addresses for the purposes of recruitment.  Prior to the PI meeting the potential participants 
during a Zoom staff meeting, Dr. Lester was asked to distribute the recruitment flyer (Appendix 
A) and to verbally inform the staff of the upcoming study.  Nurses were recruited by the PI 
during a bi-weekly staff meeting conducted via Zoom.  This time was used to introduce the PI 
and provide details of the study to the potential participants. The PI was responsible for sending 
the invitation email and the study materials to the participants. Following the meeting, the 
potential participants were sent an invitation to participate via email. 
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A waiver of documentation of informed consent was requested and granted. When 
clicking on the invitation to participate in the research study, participants were given access to a 
cover letter (Appendix B) that outlined the purpose, methodology, risks/benefits, survey process, 
PI contact information, and faculty advisor information in case they had any questions about the 
study. Clicking on the survey link and completing the survey was considered consent to 
participate in the study.  
Participant demographics, pre-test, and post-test data were captured on a secure network 
through REDCap.  Study data were collected and managed using the REDCap electronic data 
capture tools (Harris et al., 2009) hosted at the University of Kentucky.  Emails were not sent 
outside of the UK Medical Center (MC) firewall.  Survey respondents were not asked to provide 
a name, email address, or any identifying information. Participants were asked to provide a 
unique identifier (MMDD of a parent's or a best friend's birthday) in order to match pretest and 
posttest results. The unique identifier was not associated with an email address.  There was no 
connection or link between the email addresses used when completing the survey and the 
responses that are collected.  During data analysis, all data were stored in REDCap.  The only 
people that had access to the data or study records were the people listed as affiliated study 
personnel and the School of Nursing statistician.  
Procedure 
IRB approval 
The study proposal was presented to the Nursing Research Council at the University of 
Kentucky and approval was granted on February 10, 2021.  IRB approval (#61401) was obtained 
on March 23, 2021.     
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Description of Evidence-Based Intervention 
The COVID-19 compliant study took place virtually over the course of 8 weeks. Each 
participant completed Survey 1, participated in Emotional Intelligence Trainings and Reflection 
Exercises (RE), and were invited to take Survey 2. The trainings consisted of two 45-minute, 
pre-recorded sessions created by Emotional Intelligence Expert Lisa Williams, MSW. The 
training sessions were recorded by Lisa Williams after IRB approval was obtained.  The pre-
recorded educational sessions did not involve recording of either audio or video of the 
participants.  A separate Modification Request was offered for submission to the IRB for the 
purposes of viewing the training videos prior to their use with participants.  This Modification 
Request was not required by the IRB.    
The participants completed three modules over the course of 8 weeks. Modules I & II 
each included a 45-minute pre-recorded training session. Module III only consisted of REs. Prior 
to the first training session, all participants were asked to take Survey 1.  Both pre-test and post-
test data were created in REDCap and were based on the TEIQue-SF tool (Appendix D). Survey 
1 measured the participants’ emotional intelligence levels prior to the training sessions. 
Additionally, Survey 1 obtained basic demographic information including age, race, gender, 
ethnicity, educational level, years in practice, and time in their current position. Survey 2 
measured the participants' emotional intelligence levels after the training.  
After completing the pretest, the participants engaged in two pre-recorded emotional 
intelligence training sessions that took place on Week 1 and Week 4. The trainings and all of the 
related materials were sent to the participants via email by the PI. After each training session, 
participants received REs and Handouts (Appendix I) weekly through Week 8 via email. 
Supplemental materials and REs consisted of readings, handouts, questions for reflection, and 
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videos to watch concerning emotional intelligence. REs were designed to encourage reflection 
on the educational sessions' content, allow participants to internalize the trainings, and give them 
opportunities to implement what they had learned. These exercises were designed to take an 
average of 15 minutes per week to complete. After Week 8, all trainings and reflection exercises 
were to have been completed and participants were to complete Survey 2.  The testing, trainings, 
and receipt of supplemental materials followed a concise schedule (Appendix G).  The two pre-
recorded training sessions followed an outline that can be found in Appendix H.   
The REs, supplemental materials, and handouts (Appendix I) were sent out one per week 
for the three weeks following each of the two trainings. The final two supplemental sessions 
were focused on bringing all of the content from the previous sessions together in an attempt to 
provide a lasting effect. The materials were sent out on the same day each week for consistency 
via the UK email system. The educational sessions were led by leadership coach and emotional 
intelligence expert Lisa Williams, MSW. After the training sessions and receipt of the final 
supplemental learning materials, the participants were asked to complete Survey 2 in order to 
evaluate the change in emotional intelligence scores when compared to Survey 1.  Please refer to 
Appendix F for Survey 2 and the additional questions included therein to gain training feedback. 
Responses to these questions included Likert scales, multiple-choice, and short answer.  
Measures and Instruments 
Emotional intelligence can be measured with the Trait Emotional Intelligence 
Questionnaire (TEIQue).  TEIQue is a self-report tool that comprehensively covers the sampling 
domain of trait emotional intelligence. The tool is made up of 153 items requiring participants to 
respond to each item on a 5-point Likert scale (Petrides, 2009).  The TEIQue measures the four 
overarching domains (also called factors) of emotional intelligence.  The four domains of 
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emotional intelligence are emotionality, sociability, self-control, and well-being (2009).  
Additionally, the TEIQue measures 15 distinct facets that makeup the four domains including 
emotional perception, trait empathy, emotional expression, relationships, emotion regulation, 
stress management, impulsiveness (low), adaptability, self-motivation, assertiveness, emotion 
management, social awareness, self-esteem, trait happiness, and trait optimism (2009).  The 
TEIQue-SF (Appendix D) is a shorter version of the TEIQue and can be utilized in time-limited 
research designs (2009).  The TEIQue-SF is made up of 30 Likert scale items (2009).  This 
questionnaire is comprised of two questions for each of the 15 facets (2009).  The TEIQue-SF 
provides a global score for emotional intelligence but is unable to deliver a score for each of the 
15 trait emotional intelligence facets within the four domains (2009).  The TEIQue-SF was used 
for Survey 1 and Survey 2 in this study. 
In addition to the TEIQue-SF, demographic data obtained from Survey 1 included the 
participants’ age, race, ethnicity, gender, educational level, years in practice, and time in their 
current position.  Additional questions on Survey 2 allowed participants to provide feedback on 
the training.  A full listing of Survey 2 questions can be found in Appendix F.  
Data Collection and Analysis 
All pretest and posttest data were obtained by having subjects complete an anonymous 
survey on Research Electronic Data Capture (REDCap). Survey respondents were not asked to 
provide a name, email address or any personal identifying information. Participants were asked 
to provide a unique identifier (MMDD of a parent's or a best friend's birthday) in order to match 
pretest-posttest results. The unique identifier was not associated with an email address. There 
was no connection or link between the participants’ email addresses used when completing the 
survey and the responses that were collected. 
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 Study data was collected and managed using the REDCap electronic data capture tools 
hosted at the University of Kentucky. REDCap is a secure, web-based application designed 
exclusively to support data capture for research studies, providing 1) an intuitive interface for 
validated data entry; 2) audit trails for tracking data manipulation and export procedures; 3) 
automated export procedures for seamless data downloads to common statistical packages; and 
4) procedures for importing data from external sources (Harris et al, 2009). Data is housed in a 
HIPAA compliant environment and encrypted during transmission. Data is securely kept on 
Biomedical Informatics servers, in the secure data center run by the Institute for Pharmaceutical 
Outcomes and Policy (IPOP) physically located in the new Biological and Pharmaceutical 
Complex building (Harris et al, 2009). 
 Descriptive statistics including means and standard deviations or frequency distributions 
were used to summarize demographic information and TEIQue-SF results.  A paired samples t-
test was used to evaluate changes in emotional intelligence levels before and after the 
educational intervention.  Additionally, the Survey 2 collected feedback from participants in the 
form of open-ended responses.  All quantitative data analysis was conducted using SPSS version 
26 with a significance level (alpha) of 0.05.     
Results 
 Twenty-one clinical nurse specialists were invited to join the study and fifteen (n = 15) 
participants enrolled by completing Survey 1.  Table 1 displays the descriptive analysis results 
from Survey 1.  The age range of the study participants was 35 - 63 years with an average of 
48.40 years (SD: 8.53).  All respondents described their gender as female (100%) and their race 
as white (100%).  Two-thirds of the participants held a master’s degree (66.7%) and the 
remaining one third had received a doctorate degree (33.3%).  Participants had an average of 26 
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years (range: 13 - 42; SD: 9.67) of nursing experience and reported an average of 5.73 years 
(range: 0 - 23; SD: 5.85) in their current position.  The average global TEIQue-SF score among 
all participants (n =15) on Survey 1 was 5.61 (SD: 0.58).  The average global score on Survey 1 
for the ten participants (n =10) who completed both surveys was 5.48 (SD: 0.65).  The scale 
range of the TEIQue-SF is 1 to 7.  
 Post intervention analysis was based on ten (n = 10) participants who completed the 
trainings and responded to Survey 2.  Five participants did not respond to the request to complete 
Survey 2.  Analysis was conducted on the global emotional intelligence scores as well as on each 
of the four factors that make up emotional intelligence including well-being, self-control, 
emotionality, and sociability.  Table 2 summarizes the comparison data of emotional intelligence 
levels before and after the educational interventions.  There were no statistically significant 
changes noted to either the global score or any of the four factors.  There was no change in the 
global score from the pre-education survey (M = 5.48, SD: 0.65) to the post-education survey (M 
= 5.48, SD: 0.72) with a p-value of .97.  The Well-being scores changed from a pre-education 
average of 6.12 (SD: 0.42) to a post-education average of 6.00 (SD: 1.07) with a p-value of .67.  
The Self-control scores changed from an average of 5.12 (SD: 0.85) pre-education to an average 
of 5.17 (SD: 0.96) post-education with a p-value of .87.  The Emotionality scores changed from 
an average of 5.38 (SD: 0.83) to an average of 5.55 (SD: 0.81) with a p-value of .36.  Finally, the 
Sociability scores changed from a pre-education average of 5.28 (SD: 0.83) to a post-education 
average of 5.17 (SD: 0.76) with a p-value of .55.   
The participants also had an opportunity to provide feedback for the training at the end of 
Survey 2 in the form of short answers.  Four participants chose to answer some or all of the short 
answer questions.  One participant stated that the training helped in “identifying my DiSC profile 
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– seeing my strengths and opportunities for growth.”  One participant stated that they benefitted 
from the training because it helped her to “think more about my behaviors and reactions for both 
personal and professional interactions.”  Another participant wrote that they benefitted from the 
training because it “made me more aware of emotional intelligence.”  Table 3 summarizes 
feedback comments provided by participants at the end of Survey 2.         
Discussion 
 The results suggest there was no significant change in emotional intelligence levels in 
participants over the span of the eight-week training session.  The study’s sample was made up 
of a group of highly experienced, well-educated, and seasoned CNSs.  The groups’ initial 
emotional intelligence scores were well above average.  Because the group started with high 
emotional intelligence levels, there was not much room for improvement.   
 Additional data analysis was completed on the two subgroups that responded to both 
surveys.  These subgroups were made up of nurses with master’s degrees (n = 6) and nurses with 
doctorate degrees (n = 4).  The master’s degree group showed a statistically significant change in 
their Emotionality scores.  Their scores increased from an average of 5.15 (SD: 0.89) to an 
average of 5.65 (SD: 0.76) with a p-value of .02.  This was the only statistically significant 
change noted in either of the two subgroups.  An interesting finding discovered when comparing 
the two groups is the difference in how they changed.  The master’s degree averages increased in 
the global score and three of the four factors that make up emotional intelligence.  Only the 
Sociability factor decreased slightly (post-pre change score = -0.03; SD: 0.63) within this group.  
The post-pre change scores among participants with doctorate degrees decreased in the global 
score as well as all four emotional intelligence factors.  Table 4 shows each group’s post-pre 
change score and demonstrates a significant difference in change between groups for the global 
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score, Emotionality, and Self-control factors with a p-value of .01 in each case.  Although these 
results are not generalizable, they point to the need for future research in order to further 
understand emotional intelligence levels and the training needs of various groups.  The 
difference in change for global score, the Emotionality factor, and the Self-control factor can be 
visualized in Figure 1, Figure 2, and Figure 3 respectively.           
 The literature correlates high levels of emotional intelligence with high levels of 
empathy, social skills, communication skills, stress management, self-awareness, self-control, 
and self-motivation (Rakhshani et al., 2017; Başoğul et al., 2019).  These skills are imperative to 
be successful in the role of Clinical Nurse Specialist and it is not surprising that this group scored 
so high.  Additionally, some open-ended responses on Survey 2 indicate that at least some of the 
study participants have been involved in previous emotional intelligence trainings.  Those 
responses include “pretty much all of it was something I had already studied at length” and “it 
validated previous work I have done on EI.”   Although no statistically significant change was 
indicated through the data analysis, some participants noted how they benefitted personally from 
the training.  Participants stated that the training made them more aware of their behaviors, 
allowed them to think about their communication style, behaviors, and “reactions for both 
personal and professional interactions,” and assisted them in identifying “strengths and 
opportunities for growth.”  A complete list of open responses from Survey 2 can be found in 
Table 3.   
 The COVID-19 global pandemic played a key role in the study’s planning and execution.  
Educational sessions and Reflection Exercises were developed at the height of the pandemic.  
COVID-19 ceased most non-essential face-to-face interactions including classroom instruction.  
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The pandemic also placed a large burden on healthcare staff’s stress levels, emotions, work-life 
balance, and overall well-being (Shreffler, Petrey, & Huecker, 2020).   
The study was created to provide maximum benefits to participants while being 
respectful of the participant’s time and participant friendly due to the pandemic.  Educational 
sessions were videoed to give participants the freedom to participate when the time was best for 
them.  Because face-to-face meetings were restricted, the Reflection Exercises encouraged 
participants to engage with the content through the course of their day.  Gribble, Ladyshewsky, 
and Parsons (2017) stress that emotional intelligence levels improve from a “combination of 
influences” (p. 594).  The lack of face-to-face meetings limited the interaction among 
participants and the instructor.  This did not allow for questions, immediate feedback, group 
exercises or interactions that might stimulate growth among the participants.          
Implications for Practice, Education, Policy, and Future Research 
 Throughout the pandemic, many discussions have revolved around what life will be like 
after the pandemic.  Although it is impossible to predict with certainty, indications suggest that 
life will in some way encompass “the new norm.”   In other words, as the world emerges from 
the most devastating effects of the pandemic, some changes that were implemented in society to 
successfully contest the pandemic will be lasting.  These changes might include such things as 
how we conduct face-to-face meetings, educational sessions, and trainings.  Technology is 
providing new and innovative ways to interact with our co-workers, our families, and the world. 
Educational technologies in healthcare must keep up with demand.  However, it is 
important to look beyond having the technological skills and gadgets required for virtual 
sessions.  It is necessary to develop educational strategies and trainings that will be effective in 
the virtual setting.  In the case of emotional intelligence training, it important to create sessions 
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that are engaging and palpable allowing participants to experience the human connectedness that 
is so foundational to emotional intelligence.  Future research should focus on how to make 
virtual emotional intelligence trainings most effective.  One suggestion to enhance videoed 
sessions similar to the one presented in this paper would be to add individual, customized 
coaching sessions to improve participant engagement with both the instructor and the content.        
As highlighted above, many educational training sessions and research studies are aimed 
at those in formal leadership roles.  Future research should broaden the focus of emotional 
intelligence trainings to encompass a larger audience in healthcare.  Future research could look 
more closely at the effectiveness of emotional intelligence trainings interspersed throughout 
healthcare professionals’ undergraduate schooling.  Additional studies might explore the 
effectiveness of training for new nurses provided by their employer during their first year of 
employment.  Studies could look at nursing units engaging in emotional intelligence training 
together as a staff retreat or quality improvement initiative.  More specifically, studies can more 
fully explore the benefits of emotional intelligence and when those benefits emerge and peak 
following the training.               
Limitations 
Limitations for this study included the small sample size and the high starting emotional 
intelligence levels of the participants.  Because of the ongoing global pandemic, the educational 
sessions were time-limited and shortened to be accommodating.  The videoed sessions were 
necessary because of the pandemic but did not allow for personal interaction, or group activities.  
Five participants did not complete the final survey.  Notably, the study ended as spring was 
emerging, the pandemic was ending, and vacations were an option for many for the first time in 
over a year.   
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Conclusion 
 The purpose of this study was to evaluate the effect of multimethodological emotional 
intelligence training on emotional intelligence levels in nurses at an academic medical center.  
The study did not show a statistically significant change in the emotional intelligence levels of 
the participants.  The clinical nurse specialists who completed the training had above average 
emotional intelligence levels prior to the training, making it difficult to show improvements 
within this group.   
 The benefits of emotional intelligence are well documented.  As the pandemic subsides 
and we move into the “new normal” of life, it is important to explore new and innovative ways to 
successfully deliver emotional intelligence trainings to those in healthcare.  Executive leaders in 
healthcare should look to increase the emotional intelligence levels of their staff through 
intensive and immersive training.  Emotional intelligence can empower the individual, solidify 
the team, strengthen the organization, and improve the quality of care delivered to those who 
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Table 1. Descriptive Analysis Results of Survey 1 (N=15) 
 
Variable Mean (SD) or n (%) 
Age 48.40 (8.53) 
Gender 
   Female  





   White 





   Master’s 
   Doctorate 





Years as a nurse 26 (9.67) 
Years in current position 5.73 (5.85) 

















Table 2. Comparison of Emotional Intelligence Levels Pre- and Post- Education (N =10) 
 





Global score 5.48 (0.65) 5.48 (0.72) .97 
Emotionality 5.38 (0.83) 5.55 (0.81) .36 
Self-control 5.12 (0.85) 5.17 (0.96) .87 
Sociability 5.28 (0.83) 5.17 (0.76) .55 





















Table 3. Summary of Survey 2 Feedback Comments 
 
Question 1 What information provided during the emotional intelligence class was 
the most helpful to you? 
  
Participant 12 Behaviors that go with my DiSC 
Participant 16 Identifying my DiSC profile – seeing my strengths and opportunities for 
growth 
Participant 18 Pretty much all of it was something I had already studied at length 
  
Question 2 What Reflection Exercises did you find to be the most beneficial? Why? 
  
Participant 6 DiSC awareness plan 
Participant 12 Week 6 because it made me think more about my communication style 
Participant 16 DiSC profile 
  
Question 3 Describe how your participation in the study has benefitted you.  
  
Participant 6 It has made me more aware of emotional intelligence. 
Participant 12 It made me think more about my behaviors and reactions for both personal 
and professional interactions. 
Participant 16 It validated previous work I have done on EI.  














Table 4. Comparison of Change Scores in Master’s and Doctorate Participants 
 Master’s (N =6) Post-Pre 
Change Score (SD) 
Doctorate (N =4) Post-Pre 
Change Score (SD) 
p 
Global score 0.32 (0.35) -0.47 (0.37) .01 
Emotionality 0.50 (0.37) -0.31 (0.46) .01 
Self-control 0.64 (0.66) -0.83 (0.61) .01 
Sociability -0.03 (0.63) -0.25 (0.62) .60 
















































































































































































































Appendix I:  Weekly Training Handouts & Exercises 
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